D espite widespread belief that healthcare design should be evidence-based, clarity regarding the concept of evidence is still elusive. Rosenberg, Muir Gray, Haynes, and Richardson's (1996) classic definition of evidencebased medicine is one of the most widely quoted:
Evidence-based medicine is the conscientious, explicit, and judicious use of current best evidence in making decisions about the care of individual patients. The practice of evidence-based medicine means integrating individual clinical expertise with the best available external evidence from systematic research" (p. 71).
This definition of evidence-based medicine has become the foundation for nearly all disciplines, each making slight modifications to the wording to individualize it to their specific discipline and practice. Evidence-based design in healthcare is no exception. What is less recognized is that Sackett, Straus, Richardson, Rosenberg, and Haynes (2000) to add that evidence-based practice must consider patient values. With this new consideration, evidencebased practice in any discipline includes the interplay of three essential elements: (1) individual expertise;
(2) best available evidence; and (3) the customer's values. In this context, customer could be defined as the patient in medicine or nursing, but it could also be other stakeholders in different disciplines, such as the owner, the healthcare executive team, or the board of directors in a healthcare design project.
Although randomized controlled trials (RCTs), systematic reviews, and meta-analyses are the gold standards of research evidence in design practice, the use of these audacious gold standards is difficult to accomplish without years of rigorous research. Of course, when we do have such evidence, we can translate these findings into standards, protocols, practice guidelines, and other such policy to guide the practice of healthcare design. Evidence-based design is an emerging science that is constantly building new Jaynelle F. Stichler, DNSc, RN, FACHE, FAAN evidence through the documentation of findings from each new project; but there is more evidence to consider than research evidence.
Best Evidence
Several articles in HERD have addressed how to search for the best evidence (Edelstein, 2008; Martin, 2009) , and HERD continues to publish research studies that can be considered for application in specific projects or to guide design decisions. Yet there are some who propose that the emphasis on research evidence is too restrictive, especially if the gold standard is the RCT, the systematic review, or meta-analysis, because they neglect to recognize other sources of evidence that may also bring validity to a project (Stankos & Schwartz, 2007) . The strictest definition of evidence seems to devalue knowledge other than research evidence and prioritizes the RCT and meta-analysis because they sit at the top of the evidence hierarchy. The RCT is clearly the research study design of choice when studying the effectiveness of specific treatments, interventions, or designs, but there are many design issues and questions that are not amenable to an RCT.
In this context, if we are to use evidence as a basis for healthcare design, how does one justify innovation, which may not have evidence to support specific design solutions? If the best evidence answers a design question for a project but has limited generalizability because the study was conducted only at one site, how should we prioritize the research evidence in comparison to the weight of individual experience or the customer's values or preferences? In evidence-based design practice, we must hold all three elements in balance. All-research evidence, individual experience, and customer values-constitute evidence.
Individual Experience
In the nursing world, Dr. Patricia Benner is noted for her work describing the continuum of how nurses develop knowledge and skill from novice to expert based on the Dreyfus model of skill acquisition. Benner (1984) describes novices as those who have no experience in the situations in which they are expected to perform; therefore they rely heavily on rules, policies, or procedures to guide their practice. On the other end of the continuum, which includes the advanced beginner and the competent and proficient clinician, the expert is described as one who is an expert performer with enormous background and experience. The expert synthesizes the learning from past experiences with new knowledge gained from conversing with others knowledgeable in the field, readings, or conferences, and becomes intuitive ("I just know; it just felt right") and analytical in the approach to problems. In this sense, architects, designers, and healthcare providers with years of experiential wisdom become experts and, as Benner indicated, they are often consultants to the less experienced. Benner indicates that the expert has a vision of "what is possible" that often exceeds what others who are less experienced or proficient believe is possible (p. 35). Benner (1984) adds one other point that is applicable to the concept of evidence-based practice (in nursing, design, or any other field):
Editor's Column Systematic documentation of expert clinical performance is the first step in clinical knowledge development, and expert clinicians can benefit from systematically recording and describing critical incidents from their practice that illustrate expertise or a breakdown in performance. As expert clinicians document their performance, new areas of clinical knowledge are made available for further study and development" (p. 35).
In this sense, the knowledge of the expert becomes evidence that must be considered in evidence-based practice; however, the magic is in the documentation or sharing of the evidence. Findings from the experience-the good, the bad, and the ugly-result from design solutions that may have worked incredibly well, or that failed miserably in their original intent or aim.
Customer's Values
The third essential component of evidence is how the customer feels about a specific design element. Even in the face of research evidence and an architect's experience and knowledge, the customer's perspective must be considered as evidence to be weighed in the balance. In decisions to be made about a project, the customer's opinion may override all other forms of evidence; and when outcomes are reported, all three forms of evidence must be documented carefully. "People are not passive recipients of evidence; they are stakeholders in a problem-solving process called evidence-based practice" (Rycroft-Malone, 2005) . This notion speaks to the critical need for interdisciplinary design teams with a collaborative approach to the design process, because the customer's perspective is a critical piece of evidence.
Summary
Some might believe that the responsibility for evidence-based design should be placed on the individual architect or designer, but there also should be shared responsibility with the healthcare provider, who brings a slightly different dimension or piece of evidence to the project with experiential knowledge, values, and preferences.
In evidence-based design, one needs to consider more than research evidence or total reliance on personal experience. Instead, we need to ensure the integration of all three components of evidence for a comprehensive approach to evidencebased design.
